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ASSESSING AMERICA’S HEALTH RISKS: HOW
WELL ARE MEDICARE’S CLINICAL PREVEN-
TIVE BENEFITS SERVING AMERICA’S SEN-
IORS?

THURSDAY, MAY 23, 2002

HOUSE OF REPRESENTATIVES,
COMMITTEE ON ENERGY AND COMMERCE,
SUBCOMMITTEE ON OVERSIGHT AND INVESTIGATIONS,
Washington, DC.

The subcommittee met, pursuant to notice, at 10 a.m., in room
2322, Rayburn House Office Building, Hon. James C. Greenwood
(chairman) presiding.

Members present: Representatives Greenwood, Burr, Bass, and
Fletcher.

Staff present: Joe Greenman, majority professional staff member;
Brendan Williams, legislative clerk; Karen Folk, minority profes-
sional staff member; Bridgett Taylor, minority professional staff
member; and Chris Knauer, minority investigator.

Mr. GREENWOOD. Good morning. The hearing will come to order.

We are the—good morning to the witnesses. One of the benefits
of you and all of those in attendance, we expect that there will be
members coming and going, and we’re going to begin now, because
we ought to.

I've scheduled this hearing today to examine the importance of
incorporating wide-ranging preventive practices into common pa-
tient care and in particular into the Medicare program. Health care
experts expend a lot of time and energy addressing this issue, and
Members of Congress have voiced their interest in encouraging the
use of preventive medical services by their constituents. Yet there
still appear to be some gaps in our knowledge about the effective-
ness of these programs and about what programs are most appro-
priate for inclusion in Medicare.

We're all familiar with the phrase “an ounce of prevention is
worth a pound of cure.” Beyond conventional wisdom, this is some-
thing health care providers have come to recognize as a valuable
part of medical care. Preventive services which entail not only the
early detection of disease but also practices that actually prevent
the onset of disease have been associated with a substantial reduc-
tion in morbidity and mortality. Despite these widely acknowledged
benefits, a gulf exists between the potential health gains from de-
livering the most innovative forms of prevention and the gains we
presently achieve for beneficiaries of U.S. public health care pro-
grams.
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Bear in mind that extending Medicare coverage to any service
that aims to prevent disease requires an act of Congress. This
means that the ongoing evaluation of the best practices and the
prevention of chronic illness is the responsibility of Members of
Congress. Since most of us in this body are not medical providers,
let alone clinical researchers, we must rely on others to provide us
with the information that will form our decisions on what benefits
should be covered by Medicare.

Since 1980, Congress has amended Medicare law several times
to add coverage for certain preventive services. Preventive services
currently available to Medicare beneficiaries are primarily used for
the early detection of noncommunicable diseases like cancer or the
immunization of beneficiaries from common sicknesses like influ-
enza and pneumonia.

We know there are other preventive services that could be of-
fered to beneficiaries. Many of us read the news articles that are
appearing on a more and more routine basis that report the results
of preventive care studies. These studies have continued to support
the notion that the most promising role for prevention in current
medical practice may lie in changing personal health behaviors of
patients long before clinical disease develops.

The importance of this aspect of clinical practice is evident from
a growing body of literature linking some of the leading causes of
sickness and death in the United States, such as heart disease and
cancer, to a handful of personal health behaviors. Yet the Medicare
program does not cover services designed to improve the health
status of most at-risk beneficiaries. The most common behaviors re-
lated to the onset of chronic illness cannot be addressed by benefits
currently available in the Medicare program, although these bene-
fits are becoming more widely available through private health cov-
erage.

To improve the performance of the Medicare program in this re-
gard, Congress must find the most effective means of incorporating
these benefits that demonstrate an ability to improve the health
status of older Americans. Medical research and technology has ex-
panded the body of options available for addressing the prevention
and treatment of chronic illness. Prevention can play a role in im-
proving the health of medical beneficiaries, as well as offer the po-
tential for controlling health care costs if the preventive services
are soundly structured.

Today we will hear from a number of witnesses who are experts
in th% fields of public health, prevention programs and medical re-
search.

In an effort to obtain the best information in understanding how
best to achieve these reforms, I have asked the U.S. General Ac-
counting Office to assist us. The GAO has prepared a study on the
current state of preventive services available in the Medicare pro-
gram. This will be helpful in reminding us what is and is not cov-
ered by Medicare.

Additionally, the GAO will tell us what it has learned about the
initiatives that the Centers for Medicare and Medicaid Services,
CMS, has conducted to encourage utilization of the preventive ben-
efits already offered by Medicare and how the rates of utilization
of these services have changed over time.
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I'm pleased to announce that the GAO will be assisting us by
preparing a follow-up study that will address issues related to the
challenges of evaluating and crafting preventive services for the
benefit of those served by U.S. public health programs. I look for-
ward to seeing the positive results that this partnership will yield
in the months to come.

Let me stress, finally, that, given the complexities inherent in
this issue, today’s hearing is the beginning of a process on preven-
tion promotion in our public health programs. Before we know how
best to act, we will have to answer difficult questions, such as what
is the role of government in trying to change the health-related be-
havior of the general public? Are these efforts beneficial? Are they
ethical? Who will be trusted to generate the evidence, and who will
be responsible for using this evidence to implement policy?

Today we will hear from witnesses who bring a great deal of ex-
pertise to this important topic and will help us begin to address
these questions. I thank all of the witnesses for their testimony
today.

[The prepared statement of Hon. James Greenwood follows:]

PREPARED STATEMENT OF HON. JAMES GREENWOOD, CHAIRMAN, SUBCOMMITTEE ON
OVERSIGHT AND INVESTIGATIONS

Good morning. I have scheduled this hearing today to examine the importance of
incorporating wide-ranging preventive practices into common patient care—and, in
particular, into the Medicare program. Health care experts expend a lot of time and
energy addressing this issue and Members of Congress have voiced their interest
in encouraging the use of preventive medical services by their constituents. Yet
there still appear to be some gaps in our knowledge about the effectiveness of these
programs, and about what programs are most appropriate for inclusion in Medicare.

We're all familiar with the phrase “an ounce of prevention is worth a pound of
cure.” Beyond conventional wisdom, this is something health care providers have
come to recognize is a valuable part of medical care.

Preventive services—which entail not only the early detection of disease, but also
practices that actually prevent the onset of disease—have been associated with a
substantial reduction in morbidity and mortality. Despite these widely acknowl-
edged benefits, a gulf exists between the potential health gains from delivering the
most innovative forms of prevention and the gains we presently achieve for bene-
ficiaries of U.S. public health programs.

Bear in mind that extending Medicare coverage to any service that aims to pre-
vent disease requires an act of Congress. This means that the ongoing evaluation
of the best practices in the prevention of chronic illness is the responsibility of Mem-
bers of Congress. Since most of us in this body are not medical providers, let alone
clinical researchers, we must rely on others to provide us with the information that
will inform our decisions on what benefits should be covered by Medicare.

Since 1980, Congress has amended Medicare law several times to add coverage
for certain preventive services. The preventive services currently available to Medi-
care beneficiaries are primarily used for the early detection of noncommunicable dis-
eases, like cancer, or the immunization of beneficiaries from common sickness, like
influenza and pneumonia.

We know there are other preventive services that could be offered to beneficiaries.
Many of us read the news articles appearing on a more-and-more routine basis that
report the results of preventive care studies. These studies have continued to sup-
port the notion that the most promising role for prevention in current medical prac-
tice may lie in changing personal health behaviors of patients long before clinical
disease develops. The importance of this aspect of clinical practice is evident from
a growing body of literature linking some of the leading causes of sickness and
death in the United States, such as heart disease and cancer, to a handful of per-
sonal health behaviors.

Yet the Medicare program does not cover services designed to improve the health
status of most at-risk beneficiaries. The most common behaviors related to the onset
of chronic illness cannot be addressed by benefits currently available in the Medi-
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care program—although these benefits are becoming more widely available through
private health coverage.

To improve the performance of the Medicare program in this regard, Congress
most find the most effective means of incorporating those benefits that demonstrate
an ability to improve the health status of older Americans. Medical research and
technology has expanded the body of options available for addressing the prevention
and treatment of chronic illness. Prevention can play a role in improving the health
of Medicare beneficiaries as well as offer the potential for controlling health costs,
if the preventive services are soundly structured.

Today, we will hear from a number of witnesses who are experts in the fields of
public health, prevention programs and medical research. In an effort to obtain the
best information in understanding how best to achieve these reforms, I have asked
the US General Accounting Office (GAO) to assist us. The GAO has prepared a
study on the current state of preventive services available in the Medicare program.
This will be helpful in reminding us what is, and is not, covered by Medicare. Addi-
tionally, the GAO will tell us what it has learned about the initiatives that the Cen-
ters for Medicare and Medicaid Services (CMS) has conducted to encourage utiliza-
tion of the preventive benefits offered by Medicare and how the rates of utilization
of these services has changed over time.

I am also pleased to announce that the GAO will be assisting us by preparing
a follow-up study that will address issues related to the challenges of evaluating and
crafting preventive services for the benefit of those served by US public health pro-
grams. I look forward to seeing the positive results that this partnership will yield
in the months to come.

Let me stress, finally, that, given the complexities inherent in this issue, today’s
hearing is the beginning of a process on prevention promotion in our public health
programs. Before we know how best to act, we will have to answer difficult ques-
tions such as what is the role of government in trying to change the health related
behavior of the general public? Are these efforts beneficial? Are they ethical? Who
will be trusted to generate the evidence and who will be responsible for using this
evidence to implement policy?

Today, we will hear from witnesses who bring a great deal of expertise to this
important topic—and will help us begin to address these questions. I thank all the
witnesses for their testimony today.

Mr. GREENWOOD. I note that there is a vote pending, and there
are no other members to make opening statements. However, we
have a written statement submitted by Mr. Dingell which will be
made a part of the official record.

[Additional statements submitted for the record follow:]

PREPARED STATEMENT OF HON. ERNIE FLETCHER, A REPRESENTATIVE IN CONGRESS
FROM THE STATE OF OKLAHOMA

Chairman Greenwood, I am pleased you are having this hearing today to look into
the health of our Nation’s Seniors. We have an obligation to ensure that Medicare’s
clinical preventive benefits are serving all our Seniors and to ensure that the pre-
ventive medical treatments are incorporated and promoted in a comprehensive
Medicare system that will not bankrupt our children and grandchildren and will
allow Medicare to be around for a long time to come.

Medicare has provided health care security to millions of Americans since 1965.
Almost 400 new drugs have been developed in the last decade alone to fight diseases
like cancer, heart disease, and arthritis. However, Medicare has not kept up with
rapid advances in medical care. Congress has a moral obligation to fulfill Medicare’s
promise of health and security for America’s Seniors and people with disabilities.
It is essential that Congress take steps to improve preventive care. Preventive care
has proven to be highly effective in reducing the seriousness of many diseases and
in improving the recovery time and quality of life for those who suffer from them.
At the same time as we consider improving preventive benefits, we must fundamen-
tally reform Medicare to ensure that it is a strong and viable system for our Seniors.

At a time when health care costs are soaring and the number of uninsured Ameri-
cans is approximately 40 million, Congress must be careful to not place health care
mandates on Medicare that will force our young workers to pay more for the bene-
fits than they can afford.

President Bush reminded us in his State of the Union Address that health care
reform was a domestic priority for his Administration. Congress must turn attention
to Medicare and Medicaid reform, the problem of the uninsured and high costs now.
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We have a ripe opportunity to improve the health of all Americans and make health
insurance more affordable for all Americans.

Some say an ounce of prevention is worth a pound of cure. In this case access
to preventive health care services is the prevention that will cure many problems
we face today in our health care system. Noted businessman and presidential advi-
sor Bernard M. Baruch once stated: “There are no such things as incurables; there
are only things for which man has not found a cure.” This statement is just as true
for illness as it is for problems with America’s health care system including Medi-
care. While we cannot solve all ills overnight, it’s important for Congress and the
President to work together to provide common sense and creative cures for improv-
ing health care to benefit all Americans.

PREPARED STATEMENT OF HON. W.J. “BILLY” TAUZIN, CHAIRMAN, COMMITTEE ON
ENERGY AND COMMERCE

Thank you Chairman Greenwood, and let me commend you for holding this over-
sight hearing on the role of preventive medicine in our nation’s public health pro-
grams.

Americans today enjoy better overall health care than at any time in the nation’s
history. Rapid advancements in medical technologies, increased understanding of
the genetic foundations of health and illness, improvements in the effectiveness of
pharmaceutical treatments, and other developments have helped to develop cures
for many illnesses and to extend and improve the lives of Americans, especially
those with chronic diseases.

These steady improvements are certainly a blessing. But by themselves, they can-
not address some of the most significant challenges to improving the health of the
coming generation of Medicare beneficiaries.

Just this week, The Washington Post reported a recent AARP study that showed
Americans over 50 are living longer and suffering with less disability than previous
generations of midlife adults. But they are more likely to be overweight or obese,
live with multiple chronic health conditions and depend more on prescription drugs.

If we are to realize the full potential of the investments we have made to improve
the quality of health care in this country, we must undertake a serious effort to as-
sess not only how best to treat these chronic diseases but also how to implement
what we know about changing the behaviors that cause these diseases.

Fortunately, over the past decade, a growing body of evidence has emerged that
shows that behavioral and social interventions offer great promise to reduce disease
morbidity and mortality. But as yet, this potential to improve the public’s health
has been poorly tapped.

Today, we have an opportunity to begin to address how to improve the perform-
ance of programs such as Medicare through the use of preventive health services
that address the behaviors that lead to the onset of chronic diseases. These preven-
tive health services, in fact, could play an important role in our effort to modernize
the Medicare program.

We are beginning to see some good examples of what will emerge in the market-
place. Private sector health plans are showing how best to incorporate cutting edge
and nontraditional benefits for the patients they serve. There are numerous exam-
ples of Medicare+Choice Organizations that have improved health care for their
Medicare beneficiaries through innovations focused on nutrition screening, exercise
and fitness programs, and disease management programs, for example, which craft
interventions to cater to beneficiaries with specific chronic illnesses. These services
are provided without any additional reimbursement, as value added services.

Today, we will hear from a representative from one such Medicare+Choice Organi-
zation that has implemented these types of programs. I look forward to hearing
about the benefits seen in offering such a program to Medicare beneficiaries.

Let me also add that, if we are to succeed, eventually, in improving the quality
of health care for our Medicare beneficiaries, we must focus on the need to enact
comprehensive reforms. Our public health programs must coordinate efforts to con-
duct and gather research on the most effective means of preventing chronic dis-
eases. Health policy leaders must begin to work together to determine how best to
offer as sound benefits those clinical preventive services that have been proven ef-
fective. Providers and health plans, both public and private, must work together to
develop uniform guidelines for working with beneficiaries to guide them to the
usage of the medical services that will truly improve their health status.

Undertaking an effort to achieve comprehensive Medicare reform should ulti-
mately lead to the systemic changes necessary for strengthening the longevity of
this vital program—and bringing 21rst Century style health care to Medicare. We
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can begin this important process by taking measures this year to strengthen the
Medicare+Choice program and add a prescription drug benefit. Creating a wider va-
riety of health plan options, along with access to affordable prescription drugs, will
begin to provide Americans with the innovation and choices needed to ensure their
long term health.

We can also make major improvements to the Medicare Program by moving to-
wards a more competitive method of delivering health care services to beneficiaries.
Our Committee has spent a great deal of time thinking through how the Federal
Employees Health Benefits Program (FEHBP) may be replicated in Medicare.
FEHBP, unlike traditional Medicare, doesn’t require a statutory change to incor-
porate important new preventive services into its benefit package. One of the prin-
cipal reasons why Medicare currently covers such few preventive benefits is because
seniors need to wait for an Act of Congress. This could change if we move aggres-
sively toward an FEHBP style, competitive model of delivering health care to sen-
iors.

I look forward to hearing the presentations of the witnesses today and I thank
you all for your testimony.

PREPARED STATEMENT OF HON. JOHN D. DINGELL, A REPRESENTATIVE IN CONGRESS
FROM THE STATE OF MICHIGAN

I would like to thank Chairman Greenwood for convening a hearing on the impor-
tant topic of improving Medicare for seniors and the disabled.

This hearing will focus specifically on increasing seniors’ use of preventive serv-
ices, including cancer screenings and immunizations. We should not, however, lose
sight of the one preventive benefit that we all agree must to be added to Medicare—
prescription drug coverage. Prescription drugs can prevent seniors with diseases
from getting sicker and enable others to manage chronic illnesses so they can live
productively. In short, prescription drugs are the most important preventive benefit
we can give seniors and the disabled.

Although there is consensus that Congress needs to create a Medicare drug ben-
efit, some may argue that we cannot afford to add a comprehensive benefit at this
time. At one point, there may have been arguments that adding preventive services
to Medicare was too expensive. But we did it. We don’t need more study, more eval-
uation, or more demonstration projects to determine whether prescription drugs are
really the right way to improve the Medicare program. I hope that my colleagues
will join me this year and create a dependable, comprehensive, defined prescription
drug benefit that is affordable to all seniors, regardless of whether they choose to
participate in Medicare+Choice or fee-for-service.

Today’s witnesses will inform us about the progress that has been made since
Congress added a number of preventive services to Medicare several years ago. The
American Health Quality Association will testify that their member organizations
that contract with Medicare have increased utilization rates of these benefits in the
fee-for-service program. Still, more work needs to be done to ensure that all seniors
can take advantage of these services. In particular, we need to examine whether the
20 percent coinsurance rate is keeping seniors from getting the preventive care they
need.

Some people may argue that the best way to increase coverage for preventive
services 1s to pay Medicare+Choice plans extra dollars to provide them. It is impor-
tant, however, to remember that over 85 percent of seniors are enrolled in the fee-
for-service program. Some of these seniors have no Medicare+Choice plans available
to them, while others choose to stay in the traditional plan because it better meets
their needs. Relying solely on Medicare+Choice plans to provide more preventive
services would not improve care for the majority of seniors. Worse yet, this approach
would create a deliberate inequality in a program that owes its success to its uni-
versality.

I look forward to the testimony from today’s distinguished panels and working
with Chairman Greenwood to improve the Medicare program.

Mr. GREENWOOD. Okay, I should also advise you that it looks like
we may be in for some procedural battling today. I will hope that
these disruptions will be at a minimum, but I need to run over and
vote now. So we will recess only for about 15 minutes, and then
we’ll look forward to your testimony. Thank you.

[Brief recess.]
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Mr. GREENWOOD. The subcommittee will come to order. It ap-
pears that we have about an hour before the next dilatory move.

So we welcome our witnesses. The first panel consists of Dr.
Janet Heinrich, who is the Director of Health Care and Public
Health Issues at the U.S. General Accounting Office. Mr. Tom
Grissom is the Director for the Centers for Medicare Management,
Centers for Medicare and Medicaid Services; Dr. David W. Flem-
ing, Acting Director of the Centers for Disease Control and Preven-
tion; Dr. Carolyn Clancy, Acting Director, Agency for Healthcare
Research and Quality; and Dr. Dale Bratzler, Principal Clinical Co-
ordinator of the Oklahoma Foundation for Medical Quality, Incor-
porated, on behalf of the American Health Quality Association.

We welcome all of you. I assume that you are aware that this
is an investigative hearing, and it is our custom in this committee
to hold—take our testimony under oath. Do any of you object to
giving your testimony under oath? Okay.

Now, pursuant to the rules of this committee and pursuant of the
rules of the House, you're entitled to be represented by counsel
during your testimony. Do any of you wish to be represented by
counsel?

Seeing no such requests, then I would ask that you rise and raise
your right hands.

[Witnesses sworn.]

Mr. GREENWOOD. Okay. You are under oath, and you may give
your testimony.

We will begin with Dr. Heinrich. Welcome. Good morning.

TESTIMONY OF JANET HEINRICH, DIRECTOR, HEALTH CARE—
PUBLIC HEALTH ISSUES, U.S. GENERAL ACCOUNTING OF-
FICE; TOM GRISSOM, DIRECTOR, CENTERS FOR MEDICARE
MANAGEMENT, CENTERS FOR MEDICARE AND MEDICAID
SERVICES; DAVID W. FLEMING, ACTING DIRECTOR, CENTERS
FOR DISEASE CONTROL AND PREVENTION, U.S. DEPART-
MENT OF HEALTH AND HUMAN SERVICES; CAROLYN
CLANCY, ACTING DIRECTOR, AGENCY FOR HEALTHCARE RE-
SEARCH AND QUALITY, U.S. DEPARTMENT OF HEALTH AND
HUMAN SERVICES; AND DALE BRATZLER, PRINCIPAL CLIN-
ICAL COORDINATOR, OKLAHOMA FOUNDATION FOR MED-
ICAL QUALITY, INC., THE AMERICAN HEALTH QUALITY AS-
SOCIATION

Ms. HEINRICH. Good morning. Mr. Chairman, we’re very pleased
to be here as you review the existing preventive health care serv-
ices offered in the Medicare program and consider proposals for ex-
panding these benefits. At your request, we are issuing a report
today that examines beneficiaries’ use of preventive services and
actions taken by the Centers for Medicare and Medicaid Services,
CMS, to increase utilization.

As originally conceived, the Medicare program covered only serv-
ices for the diagnosis and treatment of illness and injury; and, as
you noted, since 1980 Congress has amended the Medicare law sev-
eral times to add coverage for certain preventive services. These
services include immunizations for pneumonia, hepatitis B, influ-
enza screening for five types of cancer, as well as screening for
osteoporosis and glaucoma. Except for flu and pneumonia immuni-
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zations and laboratory tests, Medicare requires some cost sharing
by beneficiaries.

In our review of preventive services offered under Medicare, we
found that utilization has increased over time, but it really does
vary significantly by service. Beneficiaries received screenings for
breast and cervical cancer at high rates, less so for immunizations,
and the lowest screening rates were for colorectal cancer.

Relatively few beneficiaries receive all of the services that are
covered. For example, although 91 percent of female beneficiaries
receive at least one service, only 10 percent received the whole
array of covered preventive services, for example, cancer, breast
and colon cancer screening, as well as the immunizations.

In considering the strategies for improving utilization, it is clear
that targeting specific population groups can be effective. Our re-
view of utilization rates also showed variation by State, ethnic
group, income and education level. Although the national breast
cancer screening rates are about 75 percent—at least they were in
1999—rates for individual States range from a low of 66 to a high
of 86 percent. Among ethnic groups, the biggest differences oc-
curred in use of immunization services, with over half of whites re-
ceiving immunization against pneumonia and only about a third of
Hispanics and African Americans.

Beneficiaries with higher incomes and levels of education tend to
use preventive services more than those at lower levels. It is evi-
dent from the work that CMS has conducted thus far that a variety
of efforts are needed to increase the use of services.

CMS has sponsored reviews of studies to identify interventions
that are most effective at increasing utilization. While these stud-
ies suggest no one approach works in all situations, several show
promise. For example, allowing health care providers to forgo some
compensation by waiving deductibles has been successful, and re-
minders to physicians or patients can effectively improve cancer
screening rates.

Another positive step CMS has taken is to contract with the
quality improvement organizations to increase use of three serv-
ices. These are the immunizations for flu and pneumonia and for
breast cancer screening. These organizations are developing re-
minder systems and conducting activities to educate patients and
providers. They are also starting demonstrations to increase use of
preventive services by minorities and low-income beneficiaries.
Evaluating these efforts to identify the most effective approaches
will be extremely important for further improvements in the Medi-
care program.

As the Congress considers broadening Medicare’s coverage of pre-
ventive services, you will likely consider the recommendations of
the U.S. Preventive Services Task Force, a group of experts who
evaluate evidence to determine effectiveness of preventive services
for different age and risk groups. Medicare covers many but not all
of the services recommended by the task force. For example, the
task force recommends blood pressure and cholesterol screening,
services not explicitly covered by Medicare now.

This is true for a variety of counseling services as well. Older
people do report that they are having their blood pressure and cho-
lesterol checked. It is not clear, however, that counseling intended
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to change unhealthy behaviors is occurring during regular office
visits, nor has research established the effectiveness of well-defined
clinical counseling to actually change risky behavior.

In conclusion, it is important to recognize the difficulty of trans-
lating some of the preventive service recommendations into covered
benefits. Nevertheless, we believe that it is important to regularly
review Medicare coverage of preventive services as information on
effectiveness of these services becomes available. It is also impor-
tant to continue to explore approaches to encourage older Ameri-

cans to use existing covered services.

Thank you. I'm happy to answer any questions.

[The prepared statement of Janet Heinrich follows:]

PREPARED STATEMENT OF JANET HEINRICH, DIRECTOR, HEALTH CARE—PUBLIC
HEALTH ISSUES, UNITED STATES ENERAL ACCOUNTING OFFICE

Mr. Chairman and Members of the Subcommittee: We are pleased to be here
today as you review existing preventive health care services offered in the Medicare
program and consider proposals for expanding these benefits. At your Subcommit-
tee’s request, we have been examining several issues related to preventive services
and have prepared a report that is being released today.l My statement today high-
lights some of the key aspects of that report.

Preventive health care services, such as flu shots and cancer screenings, can ex-
tend lives and promote the well-being of our nation’s seniors. Medicare now covers
10 preventive services—3 types of immunizations and 7 types of screening—and leg-
islation has been introduced to cover additional services.2 However, not all bene-
ficiaries avail themselves of Medicare’s preventive services. Some beneficiaries may
simply choose not to use them, but others may be unaware that these services are
available or covered by Medicare.

You asked us to examine two questions regarding preventive services for older
Americans:

* To what extent are Medicare beneficiaries using covered preventive services?

e What actions have the Centers for Medicare and Medicaid services (CMS), which
adrréinisters Medicare, taken to increase beneficiaries’ use of preventive serv-
ices?

Our data on the extent to which beneficiaries are using covered services are taken
primarily from a survey conducted by the Centers for Disease Control and Preven-
tion (CDC), another agency that like CMS is within the Department of Health and
Human Services. The survey collects information on the use of several preventive
services covered under Medicare, including immunizations for influenza and pneu-
mococcal disease, and screening for breast, cervical, and colon cancer.

In summary, although use of Medicare covered preventive services is growing, it
varies from service to service and by state, ethnic group, income, and level of edu-
cation. For example, in 1999, 75 percent of women had been screened within the
previous 2 years for breast cancer, compared with 55 percent of beneficiaries who
had ever been immunized against pneumonia. However, even for a widely used pre-
ventive service such as breast cancer screening, state-by-state usage rates ranged
from 66 to 86 percent. Among ethnic groups, differences were greatest for immuni-
zations. For example, 1999 data show that about 57 percent of whites and 54 per-
cent of “other” ethnic groups had been immunized against pneumonia, compared to
about 37 percent of African Americans and Hispanics.®> Among income and edu-
cational groups, variation was greatest for cancer screening.

To help ensure that preventive services are being delivered to those beneficiaries
who need them, CMS sponsors activities—called “interventions”—aimed at increas-
ing use. CMS currently funds interventions aimed at increasing the use of three
services—breast cancer screening and immunizations against flu and pneumonia—
in each state. CMS also pays for interventions that focus on increasing use of serv-

1U.S. General Accounting Office, Medicare: Beneficiary Use of Clinical Preventive Services,
GAO-02-422 (Washington, D.C.: April 12, 2002).

2A bill introduced last year proposes addlng visual acuity, hearing impairment, cholesterol,
and hypertension screenings as well as expanding the eligibility of individuals for bone dens1ty
screenings. See H.R. 2058, 107th Cong. §203 (2001).

3“Other” ethnic groups include survey respondents who reported an ethnicity other than Afri-
can American, Hispanic, or white.
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ices by minorities and low-income beneficiaries who have low usage rates. The tech-
niques being used in some of these interventions, such as allowing nurses or other
nonphysician medical personnel to administer vaccinations with a physician’s stand-
ing order, have been found effective in the past. CMS is evaluating the effectiveness
of current efforts and expects to have the evaluation results later in 2002.

TYPE OF SERVICES COVERED

When the Medicare program was established in 1965, it only covered health care
services for the diagnosis or treatment of illness or injury. Preventive services did
not fall into either of these categories and, consequently, were not covered. Since
1980, the Congress has amended the Medicare law several times to add coverage
for certain preventive services for different age and risk groups within the Medicare
population. These services include three types of immunizations—pneumococcal dis-
ease, hepatitis B, and influenza. Screening for five types of cancer—cervical, vag-
inal, breast, colorectal, and prostate—are also covered, as well as screening for
osteoporosis and glaucoma. Except for flu and pneumonia immunizations, and lab-
oratory tests, Medicare requires some cost-sharing by beneficiaries. Most bene-
ficiaries have additional insurance, which may cover most, if not all, of these cost-
sharing requirements.4

For a number of reasons, not all Medicare beneficiaries are likely to use these
services. For some beneficiaries, certain services may not be warranted or may be
of limited value. Screening women for cervical cancer is an example. Survey data
show that 44 percent of women age 65 and over have had hysterectomies—an oper-
ation that usually includes removing the cervix.5 For these women, researchers state
that cervical cancer screening may not be necessary unless they have a prior history
of cervical cancer.® Also, patients with terminal illnesses or of advanced age may
decide to forgo services because of the limited benefits preventive services would
offer. Research has shown, for example, that the benefits of cancer screening serv-
ices, such as for prostate, breast, and colon cancer, can take 10 years or more to
materialize. Finally, the controversy over the effectiveness of some services, such as
mammography and prostate cancer screening, may add to the difficulty in further
improving screening rates for these services.

To help determine which preventive services are beneficial among various patient
populations, the U.S. Department of Health and Human Services established a
panel of experts in 1984, called the U.S. Preventive Services Task Force. The task
force identifies and systematically evaluates the available evidence to determine the
effectiveness of preventive services for different age and risk groups, and then
makes recommendations as to their use. Task force recommendations were first pub-
lished in the Guide to Clinical Preventive Services in 1989, and are periodically up-
dated as new evidence becomes available. These recommendations are for screening,
immunizations, and counseling services that are specific for each age group, includ-
ing people 65 and older. See table 1 for the task force recommendations for various
preventive services including those currently covered by Medicare.

Table 1: Preventive Services Covered by Medicare or Recommended by the Task Force

Year first cov-
Task force rec- h
Service gr5nmendation for age g;erg gz ';:'fed' Medicare cost-sharing requirement @
+

ventive service

Immunizations

Pneumococcal Recommended ........ None

Hepatitis B No recommendation Copayment after deductible
Influenza Recommended ........ None

Tetanus-diphtheria (Td) boosters ...........ccccceevuneee Recommended ........ N/A

Screening

Cervical cancer—pap smear Recommended® ... 1990 .......... Copayment with no deductible

Breast cancer—mammography Recommended d ..... 1991 . Copayment with no deductible
Vaginal cancer—pelvic exam .. No recommendation 1998 . Copayment with no deductiblec
Colorectal cancer—fecal-occult bloo Recommended ........ 1998 . .. No copayment or deductible
Colorectal cancer—sigmoidoscopy Recommended ........ 1998 ........... Copayment after deductiblee

4U.S. General Accounting Office, Medigap Insurance: Plans Are Widely Available but Have
Limited Benefits and May Have High Costs, GAO-01-941 (Washington, D.C.: July 31, 2001).

5Data are from the CDC’s Behavioral Risk Factor Surveillance System (BRFSS), 2000.

6CDC researchers report that among the general population, over 80 percent of
hysterectomies are performed for noncancerous conditions such as fibroids and endometriosis.
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Table 1: Preventive Services Covered by Medicare or Recommended by the Task Force—

Continued
Task force rec- Year first cov-
Service ommendation for age g;erg gi 'gléd" Medicare cost-sharing requirement 2
65+ -

ventive service

Copayment after deductiblee
Copayment after deductible
Copayment after deductible

Colorectal cancer—colonoscopy ... No recommendation 1998 ...
Osteoporosis—bone mass measurement . ... No recommendation 1998
Prostate cancer—prostate-specific antigen test Not recommended .. 2000 ...
and/or digital rectal examination.
Glaucoma No recommendation 2002 ........... Copayment after deductible
Vision impairment Recommended Not covered  N/A
Hearing impairment Recommended Not covered  N/A
Height, weight, and blood pressure Recommended Not covered  N/A
Cholesterol measurement Recommended Not covered  N/A

Problem drinking Recommended Not covered  N/A

Counseling

Diet and exercise, smoking cessation, injury pre- Recommendedf ... Not covered ~ N/A
vention, and dental health.

Postmenopausal hormone prophylaxis ................ Recommended Not covered ~ N/A

Not covered  N/A

Aspirin for primary prevention of cardiovascular Recommended
events.

appplicable Medicare cost-sharing requirements generally include a 20 percent copayment after a $100 per year deductible. Each year,
beneficiaries are responsible for 100 percent of the payment amount until those payments equal a specified deductible amount, $100 in
2002. Thereafter, beneficiaries are responsible for a copayment that is usually 20 percent of the Medicare approved amount. For certain tests,
the copayment may be higher. See 42 U.S.C. §1395(a)(1).

bThe task force found insufficient evidence to recommend for or against an upper age limit for pap testing, but recommendations can be
made on other grounds to discontinue regular testing after age 65 in women who have had regular previous screenings in which the smears
have been consistently normal.

cThe costs of the laboratory test portion of these services are not subject to copayment or deductible. The beneficiary is subject to a de-
ductible and/or copayment for physician services only.

dThe task force recommends routine screening for breast cancer every 1 to 2 years, with mammography alone or along with an annual
clinical breast examination, for women aged 50 to 69. The task force found insufficient evidence to recommend for or against routine mam-
mography or clinical breast examination for women aged 40 to 49 or aged 70 and older.

eThe copayment is increased from 20 to 25 percent for services rendered in an ambulatory surgical center.

fThe task force recommends these counseling services on the basis of the proven benefits of modifying harmful or risky behaviors. How-
ever, the effectiveness of clinician counseling to change these behaviors has not been adequately evaluated.

Source: U.S. General Accounting Office, Medicare: Beneficiary Use of Clinical Preventive Services, GA0-02-422 (Washington, D.C.: Apr. 12,
2002) and U.S. Preventive Services Task Force, Guide to Clinical Preventive Services, 2nd ed. (Washington, DC, 1996) and related updates.

As table 1 shows, Medicare explicitly covers many, but not all, of the preventive
services recommended by the task force. However, beneficiaries may receive some
of the preventive services not explicitly covered by Medicare. For example, even
though blood pressure and cholesterol screening are not explicitly covered under
Medicare, in 1999, nearly 98 percent of seniors reported that they had had their
blood pressure checked within the last 2 years, and more than 88 percent of seniors
reported having their cholesterol checked within the prior 5 years.” Other task force
recommended services—such as counseling intended to change a patient’s unhealthy
or risky behaviors—may also be occurring during office visits.8 Determining the ex-
tent to which these preventive counseling services occur is difficult, in part, because
the content of such services is not well defined. It is also interesting to note that
the task force recommends these counseling services on the basis of the proven ben-
efits of a good diet, daily physical activity, smoking cessation, avoiding household
injuries such as falls, and avoiding dental caries (tooth decay) and periodontal (gum
and bone) disease. However, the effectiveness of clinician counseling to actually
change these patient behaviors has not been established.

USE OF PREVENTIVE SERVICES IS GROWING BUT VARIES WIDELY

Use of preventive services offered under Medicare has increased over time. For
example, in 1995, 38 percent of beneficiaries had been immunized against pneu-
monia, compared with 55 percent in 1999. Similarly, the use of mammograms at
recommended intervals had increased from 66 percent in 1995 to 75 percent in
1999. While these examples show that use of preventive services generally is in-

7Survey data are from the CDC’s BRFSS 1999.

8Counseling women regarding hormone replacement therapy, and all beneficiaries regarding
the use of aspirin for the prevention of cardiovascular events is not necessarily intended to
change behavior. Rather, it is intended to provide the patient current information on both the
potential benefits and risks of these therapies. The task force recommends that the decision to
undertake these therapies should be based on patient risk factors for disease and a clear under-
standing of the probable benefits and risks of these therapies.
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creasing, they also show variation in use by service. Beneficiaries received
screenings for breast and cervical cancer at higher rates than they did immuniza-
tions against flu and pneumococcal disease. Of the services for which data are avail-
able, colorectal screening rates were the lowest, with 25 percent of the beneficiaries
receiving a recommended fecal occult blood test within the past year, and 40 percent
receiving a recommended colonoscopy or sigmoidoscopy procedure within the last 5
years.

Relatively few beneficiaries receive multiple services. While 1999 utilization data
show progress in improving receipt of preventive services, and in some cases rel-
atively high rates of use for individual services, a small number of beneficiaries ac-
cess most of the services. For example, although 91 percent of female Medicare
beneficiaries received at least 1 preventive service, only 10 percent of female bene-
ficiaries were screened for cervical, breast, and colon cancer, and immunized against
both flu and pneumonia.

Although national rates provide an overall picture of current use, they mask sub-
stantial differences in how seniors living in different states use some services. For
example, the national breast cancer screening rate for Medicare beneficiaries was
75 percent in 1999, but rates for individual states ranged from a low of 66 percent
to a high of 86 percent. Individual states also ranged from 27 percent to 46 percent
in the extent to which beneficiaries receiving a colonoscopy or sigmoidoscopy for can-
cer screening.

Usage rates also varied based by beneficiary, income, and education. Among eth-
nicity groups, the biggest differences occurred in use of immunization services. For
example, 1999 data show that about 57 percent of whites and 54 percent of “other”
ethnic groups were immunized against pneumonia, compared to about 37 percent
of African Americans and Hispanics. Similarly, about 70 percent of whites and
“other” ethnic groups received flu shots during the year compared to 49 percent of
African Americans. Beneficiaries with higher incomes and levels of education tend
to use preventive services more than those at lower levels.

EFFORTS UNDERWAY TO INCREASE USE OF SOME PREVENTIVE SERVICES

CMS has conducted a variety of efforts to increase the use of preventive services.
These include identifying which approaches work best and sponsoring specific initia-
tives to apply these approaches in every state.

Studies Identify Effective Methods to Increase Use of Services

To identify how best to increase use of preventive services needed by the Medicare
population, CMS sponsors reviews of studies that examine various kinds of inter-
ventions used in the past.® Among the CMS-sponsored reviews was one that exam-
ined the effectiveness of various interventions for flu and pneumonia immunizations
and screenings for breast, cervical, and colon cancer.l© This evaluation, which con-
solidated evidence from more than 200 prior studies, concluded that no specific
intervention was consistently most effective for all services and settings.

While no one approach appears to work in all situations, the CMS evaluation con-
cluded that system changes and financial incentives were the most consistent at
producing the largest increase in the use of preventive services.

¢ System changes. These interventions change the way a health system oper-
ates so that patients are more likely to receive services. For example, standing or-
ders may be implemented in nursing homes to allow nurses or other nonphysician
medical personnel to administer immunizations.

¢ Incentives. These interventions include gifts or vouchers to patients for free
services. Medicare allows providers to use this type of approach only in limited cir-
cumstances.!! For example, in order to encourage the use of preventive services, pro-
viders may forgo some compensation by waiving coinsurance and deductible pay-
ments for Medicare preventive services. In addition, other types of incentives—such
as free transportation or gift certificates—are also allowed so long as the incentive
is not disproportionately large in relationship to the value of the preventive service.

9CMS also conducts a variety of health promotion activities to educate beneficiaries about the
benefits of preventive services and to encourage their use. These include the publication of bro-
chures on certain covered services and media campaigns.

10Health Care Financing Administration, Evidence Report and Evidence-Based Recommenda-
tions: Interventions that Increase the Utilization of Medicare-Funded Preventive Services for Per-
sons Age 65 and Older, Publication No. HCFA-02151 (Prepared by Southern California Evi-
dence-based Practice Center/RAND, 1999).

11Under regulations that became effective on April 26, 2000, Medicare providers may offer
certain incentives for preventive services. Under no circumstances may cash or instruments con-
vertible to cash be used. See 42 CFR §1003.101.
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Other interventions found to be effective—though to a lesser degree than the cat-
egories above—are reminder systems and education programs.

* Reminders. These interventions include approaches to (1) remind physicians
to provide the preventive service as part of services performed during a medical visit
or (2) generate notices to patients that it is time to make an appointment for the
service. Studies show that reminders to either physicians or patients can effectively
improve rates for cancer screening. However, if a computerized information system
is present in a medical office, computerized provider reminders are consistently
more cost-effective than notifying the patient directly. Patient reminders that are
personalized or signed by the patient’s physician are more effective than generic re-
minders.

¢ Education. These interventions include pamphlets, classes, or public events
providing information for physicians or beneficiaries on coverage, benefits, and time
frames for services. The review found that while the effect of patient education is
significant, it has the least effect of any of these types of interventions.

CMS Is Sponsoring Efforts to Increase Use of Services

CMS contracts with 37 Quality Improvement Organizations (QIOs), each respon-
sible for monitoring and improving the quality of care for Medicare beneficiaries in
one or more states, in the District of Columbia, or in U.S. territories.12 QIO activi-
ties currently aim to increase use of three Medicare preventive services—immuniza-
tions against flu and pneumonia and screening for breast cancer.

QIOs are using various methods of increasing the use of these preventive services.
For example, they are developing reminder systems, such as chart stickers or com-
puter-based alerts, that remind physicians to contact patients on a timely basis for
breast cancer screening. QIOs are also conducting activities to educate patients and
providers on the importance of flu and pneumonia shots. CMS has taken steps to
evaluate the success of these efforts. CMS officials explained that the contracts with
the QIO organizations are “performance based” and provide financial incentives as
a reward for superior outcomes. CMS officials expect information on the results by
the summer of 2002.

CMS plans to expand these efforts by QIOs. While the current efforts include only
3 of the preventive services covered by Medicare, CMS is also planning to include
requirements for the QIOs to increase the use of screening services for osteoporosis,
colorectal, and prostate cancer in future QIO contracts. CMS is not currently plan-
ning to include QIO contract requirements for the remaining preventive services
covered by Medicare—hepatitis B immunizations or screenings for glaucoma and
vaginal cancer.

Other specific efforts have been started to increase use of preventive services by
minorities and low-income Medicare beneficiaries in each state. CMS-funded re-
search on successful interventions for the general Medicare population 65 and older
concluded that evidence was insufficient to determine how best to increase use of
services by minority and low-income seniors. To address this lack of information,
CMS has tasked each QIO to undertake a project aimed at increasing the use of
a preventive service in a given population. For example, the QIO may work with
community organizations, such as African American churches, in order to convince
more women to receive mammograms. CMS expects to publish a summary of QIO
efforts to increase services for minorities and low-income seniors after the spring of
2002.

Finally, other studies or projects that CMS has under way aim to identify barriers
and increase use of services by certain Medicare populations. For example, the Con-
gress directed CMS to conduct a demonstration project to, among other things, de-
velop and evaluate methods to eliminate disparities in cancer prevention screening
measures.3 These demonstration projects are in the planning stages. A report eval-
uating the cost-effectiveness of the demonstration projects, the quality of preventive
services provided, and beneficiary and health care provider satisfaction is due to the
Congress in 2004.

12CMS formerly referred to this program as the Peer Review Organization program. During
the course of our review CMS began referring to these entities as Quality Improvement Organi-
zations. CMS officials told us that CMS plans to formalize the name change in a future Federal
Register notice.

13See the Medicare, Medicaid, and SCHIP Benefits Improvement and Protection Act of 2000,
Public Law 106-554, Appendix F, §122, 114 Stat. 2763, 2763A-476 classified to 42 U.S.C.
§1395b-1 nt.
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CONCLUDING OBSERVATIONS

Medicare beneficiaries are making more use of preventive services than ever be-
fore, but there is still room for improvement. While most preventive services are
used by a majority of beneficiaries, few beneficiaries receive multiple services. Also,
disparities exist in the rates that beneficiaries of different ethnic groups, income and
education levels use Medicare covered preventive services. CMS has activities un-
derway that have the potential to increase usage of preventive services. However,
the full effect of these activities will not be known for quite some time.

As the Subcommittee and Congress consider broadening Medicare’s coverage of
preventive services, it is important to recognize the difficulty of translating some
preventive service recommendations into covered benefits. For example, inclusion of
behavioral counseling services may be beneficial, but reaching consensus on common
definitions of these services remains a major challenge. Establishing Medicare cov-
erage for some screening activities such as blood pressure and cholesterol screening
may not be necessary since most beneficiaries already receive these services. Never-
theless, we believe that it is important to regularly review Medicare’s coverage of
preventive services as information on the effectiveness of such services becomes
available. It is also important to continue to explore new approaches to encourage
beneficiaries to avail themselves of the preventive services Medicare covers.

This concludes my prepared statement, Mr. Chairman. I will be happy to respond
to any questions that you or Members of the Subcommittee may have.

Mr. GREENWOOD. Thank you so much.
Dr. Grissom.

TESTIMONY OF TOM GRISSOM

Mr. GrissoM. Thank you, Chairman Greenwood. It is a pleasure
to be here. Thank you for giving me the opportunity to talk with
you about coverage of preventive services within the Medicare pro-
gram. We, too, like you, believe that preventive services and health
screenings do extend lives and improve and promote wellness
throughout the country.

The President, the Secretary and the Administrator of CMS
strongly support preventive health care and recognize the need to
strengthen and improve the Medicare program by moving its bene-
fits package from the current reactive acute care model to one
which comprehensively and systematically emphasizes health pro-
motion and disease prevention.

When the program was established in 1965, it was essentially
and exclusively for the diagnosis and treatment of illness or injury
and is limited to this day by that Medicare statute. The law then
reflected the health care system at that time. Since then Congress,
recognizing the changes in health practice, began to modify the law
first—or most importantly in the BBA and later in BIPA in 2000
to increase benefits for preventive services, and over time has low-
ered the threshold, increased the coverage and reduced copays and
deductibles, trying to make the Medicare program commensurate
with or mirror private health care.

In addition to the benefits offered under the original fee-for-serv-
ice, the Medicare law allows for private health plans,
Medicare+Choice and the risk plans, which give beneficiaries ex-
panded benefits especially in the area of vision care, dental care,
smoking cessation counseling, as well as disease management and
care coordination. The administration’s goal is committed to pro-
viding even greater availability of these important preventive and
innovative benefits by making these private plans available more
widely and to more beneficiaries.
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Additionally, as part of his overall framework for Medicare in the
21st century, President Bush has proposed giving seniors better
coverage of these benefits by making them cost-free. I'm sure this
morning we’ll talk about the barriers to access and the utilization
rates of these services, and there is clear evidence that cost may
be an obstacle for certain kinds of beneficiaries and dual eligibles.

We know that simply offering these benefits is not enough to
guarantee their utilization. We work at CMS with a variety of
other agencies, with our quality improvement organizations to de-
velop and use efficient approaches and methods to reach out to
beneficiaries. Education is absolutely essential to improving utiliza-
tion of these services. We include health promotion information as
part of our Medicare information campaigns. We work with the Na-
tional Cancer Institute, CDC, the National Diabetes Institute, the
National Eye Institute on media campaigns at the local and the na-
tional level. We integrate these messages in our promotional mate-
rials, our Medicare and You handbook, and through the use of our
1-800 hotline. I have an example of those materials, Mr. Chairman,
and I would enjoy sharing them with you.

We are also utilizing increasingly tabs and insertions like this
from the carriers to beneficiaries in their summary of notices so
that they understand that they do have a benefit, and we’re trying
to coordinate those with national campaigns month to month
throughout the year with the individual preventive services.

The QIOs, which are groups of physicians in all of the States,
have a number of projects, Dr. Bratzler will testify later, in which
they are focusing on improving coverage of the—the access to the
benefits and utilization. There were also focuses on working with
minority groups and ethnic groups and economically disadvantaged
groups, where the utilization rate is the lowest. Lots of those pro-
grams are innovative. They are private-public partnerships, and we
think that they are quite effective.

Additionally, we’re trying to change the way the organizations
work, and there is within our agency a regulation under way that
would alter the conditions of participation for nursing homes, hos-
pitals and home health that would allow flexibility in standing or-
ders, so that there were no regulatory obstacles to beneficiaries re-
ceiving flu, hepatitis B and pneumococcal vaccinations without hav-
ing to go through a physician’s order.

There is the Healthy Aging Project, which we operate in conjunc-
tion with AHRQ and the Centers for Disease Control, in which
we’re trying to identify, test and disseminate evidence-based ap-
proaches to promote health and functional decline in older adults.
We know that 70 percent of the decline in aging is a result of envi-
ronmental, behavioral, lifestyle causes, and 30 percent only by vir-
tue of genetics. Thus, we are trying to do risk appraisals, figure out
the best way to identify risks and to create educational programs
that will have timely follow-up and interventions that truly alter
an individual’s behavior. Not much is known about this, certainly
not enough, and we are in partnership with Brandeis University to
%evellop pilot programs and to do so in a way which is education-

ased.

We also have a demonstration project about to launch in CMS on
smoking cessation. It is a result of BIPA 2000. It will focus on
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seven States with four different treatment scenarios for about
40,000 beneficiaries, for which we think there is a great possibility
and great opportunity for improvements.

Health risk appraisals focus on the area of diet and physical ac-
tivity. There is plenty of empirical evidence to suggest that these
are important. Secretary Thompson, both personally and profes-
sionally, has talked about how a little prevention won’t kill you and
is trying to give personal leadership to changes in individual be-
havior as leading to healthy lives. Again, our goal is to try increase
access to and in promotion of these efforts at CMS and in the Medi-
care program.

We appreciate the opportunity to be here, and are thankful for
the attention that you’re bringing to this. Thank you, and TI'll be
glad to answer any questions.

[The prepared statement of Tom Grissom follows:]

PREPARED STATEMENT OF TOM GRISSOM, DIRECTOR, CENTER FOR MEDICARE
MANAGEMENT, CENTERS FOR MEDICARE & MEDICAID SERVICES

Chairman Greenwood, Congressman Deutsch, distinguished Subcommittee mem-
bers, thank you for inviting me to discuss Medicare coverage of preventive services.
Preventive care services can extend lives and promote wellness among America’s
seniors. The President, the Secretary, and CMS strongly support preventive health
care services for Medicare beneficiaries, and the Administration has proposed sev-
eral initiatives related to prevention that I will discuss in greater detail later in my
testimony. First, I would like to discuss the nature of preventive health care bene-
fits in the Medicare program and what benefits are currently covered under Medi-
care.

BACKGROUND

When Medicare was established in 1965, the program covered only those health
care services necessary for the diagnosis or treatment of illness or injury, as limited
by the Medicare statute and reflecting the health care system at that time. Con-
sequently, Medicare, as a general rule, did not cover routine screening or other
purely preventive benefits. However, Congress recently has expanded the program
to come closer to modeling the preventive care concepts in private health care pro-
grams and has added a number of preventive and screening benefits to the program.
Both the Balanced Budget Act of 1997 (BBA) and the Medicare, Medicaid, and
SCHIP Benefits Improvement and Protection Act of 2000 (BIPA) significantly added
to, or expanded, the preventive benefits covered by Medicare. These benefits include:

e Screening Mammography: BBA expanded coverage to include an annual screening
mammogram for all women Medicare beneficiaries age 40 and over, and one base-
line mammogram for women age 35-39. BIPA moved payment for screening mam-
mography to the physician fee schedule and also specified payment for two new
forms of mammography that use digital technology.
Screening Pap Smears and Pelvic Exams: BBA provided coverage for a screening
Pap smear and pelvic exam (including a clinical breast exam) every 3 years, or
annual coverage for women of childbearing age who have had an abnormal Pap
smear during the preceding 3 years, or women at high risk for cervical or vaginal
cancer. BIPA increased the frequency of coverage for screening Pap smears and
pelvic exams (including a clinical breast exam) from every 3 years to every 2 years
for women at average risk.

Colorectal Cancer Screening: BBA provided coverage for colorectal cancer screen-

ing procedures including: (1) annual fecal-occult blood tests for persons age 50 and

over; (2) flexible sigmoidoscopy for persons age 50 and over, every 4 years; (3)

colonoscopy for persons at high risk for colorectal cancer, every 2 years; and (4)

other procedures the Secretary finds appropriate. Barium enemas are also covered

as an alternative to flexible sigmoidoscopy or colonoscopy. BIPA expanded cov-
erage of screening colonoscopies to include all beneficiaries, not just those at high
risk for colorectal cancer.

e Prostate Cancer Screening: BBA provided coverage of annual prostate cancer
screening for men over age 50, including: (1) digital rectal exams; (2) prostate-spe-
cific antigen (PSA) blood tests; and (3) after 2002, other procedures the Secretary
finds appropriate.
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* Glaucoma Screening: BIPA provided coverage of annual glaucoma screening for
individuals at high risk for glaucoma, individuals with a family history of glau-
coma, and individuals with diabetes.

Diabetes Self-Management Benefits: BBA provided coverage for outpatient diabe-

tes self-management training in both hospital-based and non-hospital-based pro-

grams, and for blood glucose monitors and testing strips for all diabetics.

e Medical Nutrition Therapy Services: BIPA provided coverage of medical nutrition
therapy services for beneficiaries who have diabetes or a renal disease. Covered
services include nutritional diagnostic, therapy and counseling services for the
purpose of disease management, which are furnished by a registered dietician or
nutrition professional, pursuant to a physician’s referral.

» Standardization of Coverage for Bone Mass Measurements: BBA provided coverage
for bone mass measurement procedures, including a physician’s interpretation of
the results, for estrogen-deficient women at risk for osteoporosis, and persons: (1)
with vertebral abnormalities; (2) receiving long-term glucocorticoid steroid ther-
apy; (3) with primary hyperparathyroidism; and (4) being monitored for response
to an osteoporosis drug.

» Vaccines Outreach Extension: BBA extended, through FY 2002, the existing Influ-
enza and Pneumococcal Vaccination Campaign conducted by our Agency in con-
junction with CDC and the National Coalition for Adult Immunization. Medicare
covers influenza, pneumococcal, and hepatitis B vaccinations, including payment
for the vaccine plus payment for a physician’s administration of the vaccine.

The BBA and BIPA also required CMS to conduct analyses of Medicare preventive
benefits. Under the BBA, we worked in conjunction with the Institute of Medicine
and the U.S. Preventive Services Task Force to conduct a study of short- and long-
term costs and benefits of expanding or modifying preventive or other services cov-
ered by Medicare. This analysis was completed in December 1999. Similarly, we are
currently working with the National Academy of Sciences in conjunction with the
U.S. Preventive Services Task Force to conduct, as required under BIPA, a study
on the addition of coverage of routine thyroid screening using a thyroid stimulating
hormone test as a preventive benefit.

In addition to the prevention benefits added to the program since 1997, Medicare
has begun to offer additional preventive health care services through the
Medicare+Choice program. Unlike the Medicare fee-for-service program whose bene-
fits are tied to statute, the private companies that provide Medicare+Choice have
the flexibility to cover additional services, such as immunizations, exercise pro-
grams, cancer screening, and health education, that are not covered under the tradi-
tional Medicare benefits package. For example, one Medicare+Choice plan in Cali-
fornia has a successful outreach program to increase influenza vaccination rates
among their elderly and chronically ill beneficiaries to reduce mortality and mor-
bidity among these at-risk populations. And a Boston Medicare+Choice plan has a
comprehensive disease management program for its enrollees with diabetes. The re-
sult has been significant increases in the share of enrollees who receive preventive
treatments like annual retinal eye exams and kidney tests, and better blood sugar
control and cholesterol levels, all of which prevent the life-threatening complications
of diabetes. The Administration is committed to providing greater availability of in-
novative preventive benefits by making private plan options more widely available
to beneficiaries. This is key to improving beneficiary access to preventive benefits
and to strengthening the overall Medicare program.

In addition, Medicare+Choice programs typically provide some form of disease
management or care coordination program, a service not covered in traditional
Medicare. Several studies have suggested that case management and disease man-
agement programs can improve medical treatment plans, reduce avoidable hospital
admissions, and promote other desirable outcomes. Coordination of care has the po-
tential to improve the health status and quality of life for beneficiaries with chronic
illnesses. We believe disease management has potential for preventing the wors-
ening of chronic health conditions, and we are currently undertaking a series of dis-
ease management demonstration projects to explore a variety of ways to improve
beneficiary care in the traditional Medicare plan.

THE ADMINISTRATION’S COMMITMENT TO PREVENTIVE CARE

Obviously, Medicare’s coverage of preventive benefits has come a long way since
the statute was written in the 1960s when the positive impact of preventive services
was not fully understood. However, Medicare’s coverage of preventive services can
be improved. Under current law, Congress must enact legislation authorizing Medi-
care to cover specific preventive benefits. This approach can lead to fragmentation,
and may not be consistent with a comprehensive, evidence-based approach to health
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promotion. The President recognizes the need to improve and strengthen the Medi-
care program by moving its benefits package from a reactive, acute care model to
one that comprehensively and systematically emphasizes health promotion and dis-
ease prevention. As part of his principles for strengthening Medicare, the President
has proposed to give seniors better coverage of preventive treatments by making ex-
isting preventive benefits cost-free for seniors.

Secretary Thompson has reinforced the Administration’s commitment to disease
prevention by promoting healthy behavior as a priority for his Department, and
even discussing in recent weeks his personal efforts to adopt a healthier lifestyle.
To this end, HHS supports a number of programs to promote better health for all
Americans, including:

* Healthy Communities Innovation Initiative. President Bush’s fiscal year
2003 budget includes $20 million for a new Healthy Communities Innovation Ini-
tiative, an effort to bring together community-wide resources to help prevent dia-
betes, asthma and obesity.

* Healthy People 2010. Healthy People 2010, a comprehensive set of objectives for
the nation to meet by the end of this decade, identifies the most significant pre-
ventable threats to health and establishes national goals to reduce these threats.

* Leading Health Indicators. The first annual report on the 10 leading health
indicators, critical factors that have a profound influence on the health of indi-
vidual communities and the nation, will be released this year. They represent the
major public health concerns in the United States where individuals and commu-
nities can take action to realize significant health improvements.

HEALTH PROMOTION ACTIVITIES

Secretary Thompson, Administrator Scully, and I support the President’s commit-
ment to expand beneficiary access to preventive health services, and we are working
on ways to improve health quality for America’s most vulnerable citizens. As you
may know, simply offering coverage for preventive health care services is not always
enough to guarantee that Medicare beneficiaries take advantage of the benefits.
That is why we strive to use efficient and cost effective approaches by partnering
with other agencies and organizations, utilizing Medicare contractors to educate
people with Medicare about covered preventive services and encouraging bene-
ficiaries to use these services. To this end, we include health promotion information
as a part of many education campaigns that address different aspects of the Medi-
care program or Medicare+Choice options. We have established partnerships with
other HHS agencies, such as the Centers for Disease Control and Prevention (CDC)
and the NIH’s National Cancer Institute (NCI) to carry out health promotion initia-
tives, distribute outreach kits, and produce multi-media, multi-year campaigns in-
volving numerous partners at the local and national level.

In addition, we integrate communications about preventive services with other
Medicare educational initiatives, such as:

e The Medicare and You handbook, which is distributed to all beneficiary house-
holds, includes information on Medicare-covered preventive services. We also pub-
lish and distribute a brochure entitled, Medicare Preventive Services...To Help
Keep You Healthy that provides more detailed information about Medicare’s pre-
ventive benefits, plus reminder cards showing how often beneficiaries should re-
ceive screenings.

¢ Medicare carriers and intermediaries include messages on the importance of pre-
ventive services when they send out Medicare Summary Notices. These messages
are sent during certain months of the year to correspond with health themes, such
as Colorectal Cancer Awareness Month. The carriers and intermediaries also dis-
cuss these services and distribute materials to Medicare beneficiaries when they
give talks on other Medicare issues. And they include articles on preventive serv-
ices in their newsletters and on their websites.

* Our regional offices also are involved in outreach. They disseminate information
on preventive services during other information campaigns, such as during our
successful Regional Education About Choices in Health (REACH) campaigns.

¢ Our 1-800-MEDICARE help line and Medicare.gov Internet site also include infor-
mation on preventive health services, including coverage, screening techniques,
and where to locate additional information.

» We also use targeted promotions to educate beneficiaries about particular preven-
tive services. For example, we have produced and distributed more than 23,000
“Screen-for-life” posters with tear-off sheets that beneficiaries can take with them
to their physician as a reminder to discuss colorectal cancer screening options.

e Another example of a coordinated national activity was the presentation of “Be-
yond the Barriers: Effective Breast Cancer Early Detection Strategies for Older
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Women.” This national satellite videoconference was broadcast live last year to

133 sites in 40 states across the country.

In addition, we emphasize the importance of prevention in education campaigns
on the radio and through television public service announcements, print materials
and media kits, websites, and articles in journals and newsletters. Through these
campaigns, we are targeting high-risk populations and health care practitioners
whom we know have a tremendous influence in encouraging healthy behavior.

We are actively working to find out how best to increase use of preventive services
needed by the Medicare population. We are studying a variety of successful inter-
ventions to test their effectiveness in the elderly population. In addition, we are
working closely at the state level with our Quality Improvement Organizations
(QIOs, formerly Peer Review Organizations) to monitor and to improve usage and
quality of care for Medicare beneficiaries. We have set a goal for the QIOs of im-
proving the utilization of flu and pneumonia vaccinations and breast cancer screen-
ing. To this end, the QIOs are actively reaching out to Medicare beneficiaries to in-
crease the use of these three preventive services. They are also targeting racial and
ethnic groups that have low rates of use. We are currently evaluating the success
of these QIO efforts, and expect results later this year.

Through our work with the QIOs and through other research, we know that com-
pelling evidence exists that race and ethnicity correlate with health disparities. We
are exploring a demonstration project to identify and test cost-effective models of
intervention that have a high probability of positively impacting one or more health
outcomes; including health status, functional status, quality of life, health-related
behavior, consumer satisfaction, health care costs, and appropriate utilization of cov-
ered services. We have contracted with Brandeis University to report on interven-
tions that could be used among the targeted ethnic and racial minority populations.
At the conclusion of the demonstrations, we will deliver a report to Congress on the
cost-effectiveness of the projects, as well as the quality of preventive services pro-
vided and beneficiary satisfaction.

CMS’ INNOVATIONS IN PREVENTIVE CARE SERVICES

A growing body of literature indicates that chronic disease and functional dis-
ability can be measurably reduced or postponed through lifestyle changes, and that
healthy behaviors are particularly beneficial for the elderly. We have addressed
some of the clinical preventive services that contribute to a healthy aging experi-
ence, and are just beginning to explore how to address behavioral risk factors, which
account for 70 percent of the physical decline that occurs with aging, with the re-
maining 30 percent due to genetic factors. To this end, we developed the Healthy
Aging Project in collaboration with the Agency for Healthcare Research and Quality,
the Centers for Disease Control and Prevention, the Administration on Aging, and
the National Institutes of Health. The Healthy Aging Project aims to identify, test,
and disseminate evidence-based approaches to promote health and prevent func-
tional decline in older adults.

We contracted with RAND to produce several reports synthesizing the evidence
on how to improve the delivery of Medicare clinical preventive and screening bene-
fits and exploring how behavioral risk factor reduction interventions might be im-
plemented in Medicare. We have been using these reports to guide demonstration
projects testing ways to improve Medicare beneficiaries’ health—and have already
identified ways to change our policies for the better. The first report, Interventions
That Increase the Utilization of Medicare-funded Preventive Services for Persons
Aged 65 and Older, states that organizational changes are effective in improving the
delivery of preventive services. As a result of this research and a 14-state pilot con-
ducted in collaboration with CDC, we are making regulatory changes. These
changes will promote vaccinations, and encourage the use of standing orders for flu
and pneumococcal vaccinations in all health care settings. Standing orders permit
appropriate non-physician staff to offer these services.

In addition to the regulatory changes for standing orders that have come out of
the Healthy Aging Project, we are using the research gleaned from this project to
explore methods to encourage behavioral changes in the Medicare population, which
could form the basis for the “next generation” of Medicare benefits.

Additionally, we, along with our partners at NIH and AHRQ, have developed a
demonstration to test the most effective strategies for achieving smoking cessation
in Medicare beneficiaries. The demonstration will compare the impact of offering
three different approaches to smoking cessation on quit rates. We expect to start
recruiting smokers to participate in the demonstration this fall. The study will be
completed in 2004.
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We also are developing a potential project that would examine the use of health
risk appraisal programs with targeted follow-up interventions. We have reviewed
evidence related to health risk appraisal programs and their effectiveness in achiev-
ing positive behavior change, particularly in the areas of diet and physical activity.
There is evidence that these programs improve physical activity levels and reduce
blood pressure. We are in the process of developing a test of how health risk ap-
praisal programs could improve Medicare beneficiaries’ health. We look forward to
working with Congress as we continue to develop groundbreaking ways to integrate
preventive health care services into the Medicare program.

CONCLUSION

Empirical evidence shows that preventive health care services are vital for im-
proving the quality and duration of life. Just last month, Secretary Thompson,
speaking at the National Press Club, emphasized his philosophy, “a little prevention
won’t kill you,” and noted that even modest behavioral changes and increased atten-
tion to health can prevent or control myriad diseases and chronic conditions. We
here at CMS, along with the Secretary and the President recognize the benefits that
preventive health services provide. We are working to improve access to these serv-
ices and to develop innovative ways to offer prevention-related health services to the
Medicare population. In closing, I would like to thank Congressman Greenwood for
his interest in preventive health care and the Committee for inviting me to testify
today. We look forward to Congress’ continued interest and support for this vital
issue. I am happy to answer any questions.

Mr. GREENWOOD. Thank you, Mr. Grissom.
Dr. Fleming.

TESTIMONY OF DAVID W. FLEMING

Mr. FLEMING. Thank you, Mr. Chairman, for providing CDC the
opportunity to be here with our colleagues today. We appreciate
being given the time to talk with you about the prevention opportu-
nities that are available to improve the health of America’s seniors.

You know, unfortunately, there is one thing that links everybody
in this room, and that is that we're all getting older, and we’re not
alone. The population of older adult in this country, both in num-
ber and in proportion, is increasing at a much faster rate than
we've ever experienced before. And we have yet to encounter that
rapidly rising tide of baby boomers that will begin to reach age 65
just 8 years from now.

We have a potential health crisis on our hands, but the operative
word is “potential.” Poor health is not an inevitable consequence of
aging. While we can’t live forever, the evidence is overwhelming
that prevention works for older adults. We can postpone illness and
disability so that the need for long-term care is reduced and our
seniors are able to enjoy full, independent and healthy lives as long
as possible.

And Medicare has brought the benefits of prevention to millions
of older adults by capitalizing on research, by evaluating interven-
tions, like you’re going to hear about in a minute, with the Guide
to Preventive Services, and covering services with preventive
health care benefits.

So what role does CDC and public health have in this health
care arena? You know, there is still much work to be done, and
public health has a role in four of our most important strategies:
First, to make sure that covered benefits are received. Unfortu-
nately, just knowing what works and providing it isn’t enough. If
you build it, everyone doesn’t come. Today, for example, instead of
needlessly taking thousands of lives of otherwise healthy Ameri-
cans each winter, influenza can be largely prevented. There is a
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highly effective vaccine which has been recommended for use and
is provided under Medicare, but millions of America’s seniors don’t
receive it. Public health and epidemiological expertise can be used
to identify system solutions, like reminder recall in providers’ of-
fices that you've heard about, like standing orders in nursing
homes, like immunization registries at the local level that can be
used within the health care system to improve the delivery of pre-
ventive services.

And we can work on the patient side, too. In the last flu season
I called my 85- -year- -old dad and asked if he got his flu shot. He said
“no;” and I said, “why?” He said, “no one offered it to me.” And I
said, “Did you think about asklng for it?” He said, “no.” And I said,
give that a try. One week later he called and said, “I asked for it,
I got it, and now I'm immunized.”

Public health can play an important role in community education
so that not only the medical system is trying to deliver preventive
services, but the patients out there are actively trying to receive
them as well. One successful model is a model called SPARC. That
is a public-private partnership in Massachusetts, New York and
Connecticut, and it serves a role of serving as a catalyst, as the
glue to bring together seniors, health care providers and existing
community resources. These kinds of programs have dramatically
increased the use of Medicare-covered preventive services, and
older adults around the country should have access to the same
kinds of services that SPARC, for example, provides.

Now, second, we need to go beyond the medical services that can
be provided in the physician’s office. We need to use tried and true
public health methods to help people make healthy choices, as you
said in your opening statements, because contrary to widespread
pfe}rception, it is never too late to start healthy habits and gain ben-
efits.

Even the most frail elderly are capable of increasing their
strength, balance and fitness. Just walking several days a week
yields significant health benefits. In fact, physical activity may be
the closest thing we have to a silver bullet against aging. Not only
can seniors improve cardiovascular fitness, but exercise can reduce
the impact of serious conditions like diabetes, the risk of falling
and costly hip fractures, and help anxiety and depression.

Yet nowhere is the gap wider between what we know how to do
and what we can provide in this area. Few seniors engage in reg-
ular activities that improve balance and strength, and seniors have
too few opportunities to do the beneficial activities they like to do,
like safe walking and gardening.

But, programs that influence these behaviors pay off. In heart
disease, for example, medical interventions reap substantial bene-
fits in added life expectancy, estimated by the Institute of Medicine
at 4 to 1 when costs are considered. But interventions and behav-
%ora{ change produce remarkable returns at the 30-to-1 investment
evel.

Third, we need to engage our partners in this. We need to take
advantage of the aging network’s resources. The Administration on
Aging, for example, reaches into virtually every community in this
country with its network of over 600 area Agencies on Aging. AOA
has the mandate through the Older Americans Act to address
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health promotion and disease prevention, yet much of the expertise
in how to do that rests in public health. We need to work together,
and some creative integration could lead the medical system, public
health and the aging network, working together in communities
and in the home, to provide prevention services such as how to pre-
vent falls, reviewing medicines that our seniors are taking, and vi-
sion screening. We know that these interventions work. We just
pee(% to make use of the potential delivery systems that are already
in place.

Fourth and finally, we need to look upstream. Those of us in this
room who because of age are not yet Medicare-eligible hopefully
someday will be, and if each of us were successful at just three
things, maintaining healthy weight, engaging in moderate physical
activity and not smoking, we could delay the onset of disability for
a decade on average. Wise prevention investments today in our
younger adult population will yield a generation of healthier sen-
1ors in the future.

So in conclusion, the science is compelling. We know that it is
never too late to take advantage of the promise of prevention, but
as a Nation, we focus primarily on providing quality health, really
illness care, for our older adults. Our challenge now is to ensure
that as life span lengthens, the added years are quality years, and
we need to create a sustainable health care system that provides
the very best opportunities and incentives to stay healthy for our
seniors as long as possible.

I'd like to thank the committee for its leadership and commit-
ment in this arena, and I wanted to let you know we think you’re
making a wise investment. Thank you very much.

[The prepared statement of David W. Fleming follows:]

PREPARED STATEMENT OF DAVID W. FLEMING, ACTING DIRECTOR, CENTERS FOR Dis-
EASE CONTROL AND PREVENTION, U.S. DEPARTMENT OF HEALTH AND HUMAN SERV-
ICES

Thank you, Mr. Chairman, and Members of the Committee, for the opportunity
to speak to you today about an issue that is of critical and increasing importance
at the Centers for Disease Control and Prevention (CDC), and indeed for the Amer-
ican people. We at CDC are pleased to join our federal and non-federal partners in
addressing the challenges facing Medicare, and identifying opportunities to improve
the health of older.

Before talking more specifically about improving the health of older adults, I
would like to provide some context. Chronic diseases account for nearly 75 percent
of the deaths in this country, are the leading causes of disability and long-term care
needs, and represent nearly 75 percent of all health-related costs. Although chronic
diseases are not limited to older adults, these conditions, such as cardiovascular dis-
ease, cancer, diabetes, and arthritis are heavily concentrated in adults age 50 and
over. Among the 10 leading causes of death, the top six are concentrated in older
adults. Premature death and much of the illness and disability associated with
these diseases is preventable, even among older adults.

This is critically important because we are now entering the time in our nation’s
history when the population of older adults—both in number and in proportion—
is increasing at a much faster rate than we have ever experienced. The current anx-
iety and debate around Medicare costs is motivated by the aging of the baby
boomers. The baby boom generation’s leading edge is currently 56 years old. As this
segment of the population ages, the proportion of adults age 65 and over in the U.S.
will more than double, such that by 2030, 20 percent of all Americans will be older
adults. If we don’t take some steps now to do what we can to influence the health
habits of the baby boomers, we may never catch up to the upcoming demands on
the health care system.

Current health and aging trends may have enormous implications for the public
health system, the health care system, and our existing network of aging and social
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services. The cost of health care for a 65-year-old person is four times as much as
that for a 40-year old. People age 65 and over even now consume 33 percent of our
health care dollars, or more than $300 billion each year. By 2030, those costs will
increase by 25 percent, for the sole reason that our population will be older—even
before inflation and the costs of new technology are taken into account.

Recent CDC projections of just one major disease—diabetes—illustrate the mag-
nitude of what we face if we don’t act. Today diabetes alone accounts for about 6
percent of Medicare costs. The number of people with diabetes is expected to almost
triple from 11 to 29 million by 2050. Aging baby boomers will contribute to the in-
creased number of cases, but what’s alarming is that among adults, diabetes rates
increased 49 percent between 1990 and 2000, in large part due to unhealthy life-
styles. Clearly, we may not be able to sustain our current health care system unless
we address in a more aggressive manner the prevention of chronic diseases and in-
juries. Until now, we have not maximized our prevention opportunities among older
Americans. Too many believe the myth that older adults have lived beyond the time
when prevention can be beneficial.

The evidence is convincing that prevention is worth the investment for the health
and safety of older adults. A recent Institute of Medicine report noted that the re-
turn on investment in medical care for cardiovascular disease reaped benefits at 4
to 1, but investment in behavioral change returned a remarkable 30 to 1 advantage.
We should bring the health advantages of prevention to older adults across the
country.

We at CDC, together with Centers for Medicare and Medicaid Services (CMS),
National Institutes of Health (NIH), the Administration on Aging (AoA), and others
are committed to improving health and independence, and reducing long-term care
needs among older adults. Medicare coverage has a critical role to play here—and
we should maximize the use of currently covered services and identify additional ef-
fective prevention and control measures that can enhance the health of Medicare
beneficiaries.

Through basic research at NIH and other institutions, CDC’s prevention research
programs, and other institutions, we know quite a lot about how to prevent or post-
pone illness, injury, and disability experienced by older adults today. Unfortunately,
just knowing what works is not enough. Even when covered by Medicare, older
adults often may not be receiving recommended preventive services.

For example, only two-thirds of adults age 65 and older reported receiving a flu
shot in the previous year, and more than half report that they have never been vac-
cinated against pneumococcal disease—even though Medicare covers the cost of both
immunizations.

Despite the lifesaving benefits of screening and early detection for chronic disease,
one in five women age 65-69 has never had a mammogram, and half of older adults
do not receive recommended screening for colorectal cancer. Again, Medicare covers
both of these screening services.

It is clear that solving the basic research problem—developing proven prevention
measures—is just the first step. There are significant gaps in getting what we know
about prevention to individuals who can benefit. We are likely close to the limits
of what the health care system as currently structured can do to increase preventive
services. Research conducted at RAND with support from CMS showed that immu-
nizations and screening improve when health care organizational changes are made
and patients are involved in their own management. Clearly, improvements in pre-
vention services for older adults will require creative approaches that support new
ways of delivering preventive services and links to the community.

We can do better. To help ensure prevention benefits currently covered through
Medicare reach beneficiaries, we would propose more closely linking CDC’s public
health expertise in disease prevention and health promotion with the aging exper-
tise and extensive outreach capability of the aging network—the Administration on
Aging and its state and local counterparts. This network, analogous in ways to the
public health network but with a specific population focus, reaches into virtually
every community in the country with its network of over 600 area agencies on aging
and associated senior centers. CDC and AoA are currently working with state chron-
ic disease directors and state units on aging to stimulate local prevention activities.
To commemorate Older Americans Month in May, mini-grants of $5,000 to $10,000
will be announced that will allow state and local representatives to develop preven-
tion programs that reflect local priorities.

While Medicare has made preventive services a priority through the PROs, some
creative approaches for increasing preventive services have been tested that link the
health care system to community-based resources.

At CDC, we provided some funding to a program aptly named SPARC, or Sickness
Prevention Achieved through Regional Collaboration. This program, serving counties
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where the borders of New York, Connecticut, and Massachusetts meet, acts as a
broker to bring together existing health care and community resources. SPARC does
not deliver services; instead, it consolidates and coordinates, serving as the missing
catalyst, or the glue. Because providers do not see SPARC as a competitor, they wel-
come a service that helps them and their patients.

SPARC has helped the communities it serves achieve dramatic results in extend-
ing critical preventive health services to older adults. For example, Medicare data
shows that in 1997 in Litchfield County, Connecticut, a community served by
SPARC, pneumococcal immunizations increased at twice the rate compared to seven
surrounding counties without the benefit of SPARC. The SPARC model has dem-
onstrated its value in bringing lifesaving preventive services to older adults. Com-
munities around the country could benefit from innovative and successful models
like SPARC.

CDC also participated in CMS’s recent effort to permit “standing orders” that
allow institutions like nursing homes to routinely provide immunizations without
requiring providers and staff to coordinate new written orders annually for indi-
vidual patients. Support for this type of systems change is critical in improving pre-
vention under Medicare.

While there are real gains to be achieved through the broader use of covered pre-
ventive services, Medicare has just begun to support benefits that target lifestyle
issues so critical to reducing the toll of chronic illness.

Research has shown that practicing a healthy lifestyle is more influential than ge-
netic factors in helping older people avoid the deterioration traditionally associated
with aging. Several weeks of inactivity take a greater toll on the body than decades
of aging. People who are physically active, eat a low-fat, high-fiber diet, and do not
use tobacco products significantly reduce their risk for chronic disease, such as car-
diovascular diseases, diabetes, chronic obstructive lung disease and arthritis, as well
as for injuries related to falls. Perhaps more important, practicing just these three
healthy habits delays the onset of disability by more than a decade on average. For
a society concerned about the public and private costs of long-term care, delaying
disability has enormous potential economic implications.

For the purposes of today’s hearing, I'd like to focus on physical activity as a pre-
ventive tool that deserves Medicare’s support. Besides reducing the risk for a variety
of chronic diseases, regular activity also helps older adults reduce their risk of fall-
ing, alleviate anxiety and depression, maintain a healthy body weight, and improve
joint strength and mobility. And yet, nowhere is the gap wider between what we
know and what we do.

Two-thirds of older adults do not get regular physical activity. Less than half of
older adults served by Medicare say that their healthcare provider asks them about
physical activity. The potential exists to reverse this by ensuring that older adults
have access to physical activity programs that address their unique health, lifestyle,
functional, and motivational needs. Even the frailest of elders can benefit from low-
stress activities tailored for their needs, such as gardening “which, by the way, is
the third most popular physical activity among seniors. All individuals, and particu-
larly older adults, should receive counseling from their health care providers on the
benefits of physical activity.

Let me give you an example of what moderate physical activity can mean for peo-
ple at high risk for diabetes, with its debilitating complications and enormous Medi-
care costs each year. In a recent NIH study, in which CDC collaborated, overweight
adults with above-normal glucose levels who walked five times a week and lost as
few as five pounds were able to reduce their risk of developing diabetes by nearly
60 percent. People in the study aged 60 and older were among those most successful
in reducing their risk.

There is a groundswell of interest across the country in promoting physical activ-
ity among older adults. Over 800 candidate communities recently registered their
intent to apply for funding available from the Robert Wood Johnson Foundation for
the “Active for Life” program. Unfortunately, only eight sites will receive funding
for this program to increase physical activity among older adults. Given the benefits
of physical activity, CDC is currently working with the National Institute on Aging
(NIA) and the Older Women’s League to evaluate the effectiveness of NIA’s recently
developed physical activity materials in getting older adults to exercise.

There is recognized, science-based value in physical activity programs, but they
aren’t reaching older adults. Learning how to get the benefits of such programs out
to seniors in communities across the country should be a national priority.

Physical activity also plays a key role in reducing an older person’s risk of falling.
One of every three older Americans—about 12 million seniors—falls each year, with
devastating consequences. More than 10,000 will die from the fall; another 340,000
will sustain a hip fracture. Half of the older adults who break their hip in a fall
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are never able to return home and live independently again. The risk of falling and
loss of independence has been shown to be a primary concern for older adults. A
recently-published study involving women age 75 and older found that 80 percent
would rather be dead than experience the loss of independence and quality of life
from a bad hip fracture and admission to a nursing home.

Risk factors for falls include: a previous fall, muscle weakness, problems with bal-
ance and walking, being underweight, vision and hearing loss, taking four or more
medications or psychotropic drugs (such as sleeping pills and tranquilizers). Reduc-
ing the risk of falls would make an enormous impact on reducing disability and
long-term care needs. Every year, falls among older people cost the nation more
than $20 billion, and these costs will rise to an estimated $32 billion by 2020.

Weight resistance exercises and regimens such as Tai Chi help seniors maintain
and improve balance, strength, and coordination at any age. Other means to address
fall risk include insuring proper medication management for older people—a current
priority of the Assistant Secretary for Health, Dr. Slater; making physical changes
in the home environment; and educating seniors and their caregivers, formal and
informal, about factors that contribute to falls. Simple changes in an older person’s
home, such as securing rugs and adding grab bars in bathrooms can quickly and
easily reduce fall risk. Because vision problems can increase a person’s risk for fall-
ing by as much as 60 percent, improved lighting in the home is also an effective
strategy for preventing falls. Despite the known benefits of such measures, more
than two million older Americans live in homes that have not had simple modifica-
tions that can reduce their risk of falls. One-fourth of older adults have an outdated
or wrong eyeglass lens prescription, contributing to poor vision and the increased
likelihood of falls.

Screening older adults for fall risk should be a routine part of medical care, just
as we screen for cancer or diabetes complications. Such screening should include
identifying adults who have previously fallen or who have multiple fall risk factors
as I cted above, followed by appropriate and necessary treatment, for example,
training to improve balance and muscle weakness, medication review and manage-
ment, vision screening and correction, and assessment of and education on needed
home modifications. Such efforts are already underway in other developed nations,
where collaboration between government agencies and aging networks are providing
easily accessed and effective physical activity and falls prevention programs for sen-
iors.

Another area of importance to Medicare beneficiaries is medical errors occurring
while hospitalized or as a resident of a long-term care facility. Based on a landmark
report by the Institute of Medicine, medical errors are responsible for 44,000 to
98,000 deaths each year with additional healthcare costs of 17 to 29 billion dollars
each year. CDC is working with several partners including the Agency for
Healthcare Research and Quality, the Veterans Administration, and the Centers for
Medicare and Medicaid Services, along with private sector partners, to better under-
stand why these events occur, and to implement programs to prevent them.

Finally, I'd like to address one last area today that holds considerable promise in
improving seniors’ health and quality of life, and in reducing the demands on the
health care system. That area is self-care for those with chronic diseases or for those
at increased risk for disease or complications.

Self-care can be undertaken in a variety of ways and for a variety of conditions,
from diabetes to arthritis. We know that people will “self-manage” their disease
even when they are pursuing remedies with no known health benefits. Programs are
widely available, but no criteria exist to determine what the programs should in-
clude. The challenge, and the opportunity, is to ensure that older adults receive the
quality education they need to become knowledgeable about what they can do to
take responsibility for their own health and disease management.

For an individual with diabetes, this might mean optimally managing blood glu-
cose levels. The individual not only fares better physically but derives benefit and
satisfaction from being an active participant in his or her own care. Self-manage-
ment has been shown to be of particular value for people with arthritis, the leading
cause of disability and a problem for almost two-thirds of Medicare enrollees. In se-
lected states and in cooperation with the Arthritis Foundation, CDC supports an ar-
thritis self-management education program that teaches people how to better man-
age their arthritis and lessen its disabling effects. This six-week course has been
shown to reduce arthritis pain by 20 percent and physician visits by 40 percent.
Again, however, there is a gap in getting the benefits of this program out to individ-
uals. Currently, less than one percent of the 43 million Americans with arthritis
participate in such programs and courses are not offered in all areas.

In conclusion, I would like to thank the Committee again for its leadership and
commitment in the important area of older adult health. While the risk for disease
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and disability clearly increases with advancing age, poor health does not have to be
an inevitable consequence of aging. Far from being too old for prevention, Medicare
recipients offer some of our most promising prevention opportunities. The science
base is compelling, but we should refocus our attention on the real barriers to imple-
mentation and financing. Priority needs are evaluating promising programs in real-
world settings and making the system flexible enough to accommodate the new
types of benefits that are required. Our nation has contributed to an unprecedented
increase in the human life span during the 20th century through improvements in
public health and medical care. Since the 1960s we have been committed to pro-
viding health care for older adults. Our challenge now is to insure that added years
are quality years and to create a sustainable health care system that provides the
very lE)les‘c opportunities and incentives to stay healthy and independent as long as
possible.
Thank you. I'd be happy to answer any questions.

Mr. GREENWOOD. Thank you very much.

Dr. Clancy. I probably should have said earlier, since we don’t
have a bevy of members here waiting to answer questions, don’t
Wﬁrlg’ too much about the red light. Just speak until you're fin-
ished.

TESTIMONY OF CAROLYN M. CLANCY

Ms. CLANCY. Good morning, Mr. Chairman, members of the sub-
committee. I'm very pleased to be here today to discuss the work
of the U.S. Preventive Services Task Force and the role of the
Agency for Health Care Research and Quality, or AHRQ, which
provides the task force with scientific and administrative support.

You might have seen Tuesday’s Washington Post article this
week about the task force’s new recommendations urging primary
care physicians to screen their adult patients for depression, or you
may have seen this week’s Newsweek article highlighting a rec-
ommendation recently released by the task force on the use of aspi-
rin to prevent heart disease. Indeed, we could never have planned
this, but it turns out that as we speak, people are calling in to hear
more about aspirin and heart disease as well. These are both excel-
lent examples of the work of the task force and AHRQ as its spon-
sor to improve the scientific basis in the quality of clinical preven-
tive services.

The task force itself is an independent private sector panel of ex-
perts in prevention and primary care who review the scientific evi-
dence and make recommendations on clinical preventive services.
These services specifically include screening tests, immunizations
and counseling. The work of the task force is a natural fit with
AHRQ’s mission to support research designed to improve the qual-
ity of health care, reduce its costs, improve patient safety, address
medical errors and broaden access to essential services.

In 1999, the Congress directed AHRQ to provide scientific and
administrative support to the task force, and in 2000, legislation
required AHRQ to produce an annual report to the Congress on
preventive services for older adults, and a copy of that has been
submitted for the record.

I'd like to note since you’re hearing from all of us who work to-
gether that the work of AHRQ and the task force complements the
preventive services at the NIH and the Centers for Disease Control
and Prevention. While AHRQ studies the use of clinical preventive
services in everyday practice, NIH research identifies preventive
interventions that work under ideal conditions, and for its part,
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CDC assesses the effectiveness of community-based public health
interventions, as Dr. Fleming has just noted before.

I'd like to now describe briefly how the task force formulates its
recommendations and the support that we as an agency provide.

The recommendations of the task force are based on state-of-the-
science evidence in health care. This is an interative process. This
is actually the third task force to make recommendations based on
evidence or on preventive services. The first such task force was
convened in 1984, and the recommendations were released in 1989.
A subsequent update was completed by the second task force in
1996 after 5 years of work.

To formulate its recommendations, the task force conducts com-
prehensive reviews of the scientific evidence regarding the effec-
tiveness, risks and benefits of specific preventive services. Because
reviewing all of this evidence is a significant task that requires
specialized expertise, the task force works with two of AHRQ’s 12
evidence-based practice centers, or EPCs, to do the analysis and
synthesis. The task force reviews the evidence synthesized by the
evidence-based practice centers and then makes recommendations.

Unlike its predecessors, the current task force is issuing its rec-
ommendations serially rather than a single update—a single vol-
ume at the end of its term. This allows them to provide updated
information in a much more timely fashion. To date, this task force
has released recommendations on screening for depression, on
breast cancer, chlamydia, bacterial vaginosis in pregnancy, skin
cancer, newborn hearing problems, cholesterol and the use of aspi-
rin to prevent heart disease.

But it is very important that we believe that AHRQ’s work on
preventive services doesn’t end with the task force recommenda-
tions. As part of our effort to translate research into practice,
AHRQ also sponsors something called the Put Prevention Into
Practice program, which translates the recommendations of the
U.S. Preventive Services Task Force for clinicians, health systems
and patients in order to increase the delivery of recommended pre-
ventive services.

Task force recommendations and the products of Put Prevention
Into Practice are used widely throughout the health care system to
improve the preventive services provided to the Nation’s citizens.
So just by way of example, I have here two booklets, one in English
and one in Spanish, Staying Healthy Over 50, which is done in
partnership with the AARP to try to get the message out broadly.

I'd like to now take a brief moment to discuss the important
issue of clinical preventive services in the elderly. Just to echo
what Dr. Fleming said, contrary to common misperception, you're
never too old to benefit from effective preventive interventions, and
prevention is especially important for older Americans, since the
risk for many preventable conditions such as heart disease and
cancer does rise steadily with age. The challenge, of course, is iden-
tifying which services are most effective for which patients and
finding ways to make sure that those patients get the services from
which they’re likely to benefit.

Over the years the U.S. Preventive Services Task Forces have
documented the scientific evidence that preventive services can sig-
nificantly improve health. For older patients they have found com-
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pelling evidence to recommend screening for a long list of condi-
tions included with my written testimony.

We're pleased and gratified that the importance of clinical pre-
ventive services is now increasingly recognized throughout the
health care system, and we feel that the impartial evidence-based
recommendations of the task force have played a major role in this
development.

As AHRQ notes in its report to Congress on preventive services,
Medicare now covers nearly all of the screening recommendations
provided—recommended by the task force. However, there is clear-
ly more work to be done. A report on clinical priorities and preven-
tion from the Partnership for Prevention documented the number
of preventive service that, although of great benefit, are received by
less than half of elderly patients in this country. They include, for
example, smoking cessation counseling, colorectal cancer screening
and pneumonia vaccinations.

AHRQ, which helps support the Partnership for Prevention re-
port, is working to improve the provision of these services to the
elderly and other underserve